Background: Bone metastases (BMs) are common in patients with breast cancer and can lead to skeletal-related events (SREs), which are associated with increased pain and reduced quality of life (QoL). Bone-targeted agents (BTAs), like zoledronic acid and denosumab, reduce the incidence of SREs and delay progression of bone pain. Materials and methods: We evaluated the management of BMs and pain in six European countries (Belgium, France, Germany, Italy, Spain, and UK) using the Adelphi Breast Cancer Disease Specific Programme, which included a physician survey and patient-reported outcomes (PROs) to assess the impact of BMs on pain and QoL. Results: 301 physicians completed patient record forms for 2984 patients with advanced breast cancer; 1408 with BMs and 1136 with metastases at sites other than bone (non-BMs). Most patients with BMs (88%) received a BTA, with 81% receiving treatment during 3 months following BM diagnosis. For those who did not receive a BTA, the main reasons given were: very recent BM diagnosis, perceived low risk of bone complications, and short life expectancy. Most patients with BMs (68%) were experiencing bone pain and, of these, 97% were taking analgesics (including 28% receiving strong opioids). Despite this, moderate to severe pain was reported in 20% of patients who were experiencing pain. PROs were assessed in 766 patients with advanced breast cancer (392 with BMs, 374 with non-BMs). Overall, patients with BMs reported worse pain and QoL outcomes than those with non-BMs, those not receiving a BTA reported worse pain. Conclusion: Despite the large proportion of patients receiving BTAs in this study, some patients with BMs are still not receiving early treatment to prevent SREs or to manage pain. Improving physicians' understanding of the role of BTAs and the importance of early treatment following BM diagnosis has the potential to improve patient care.
(SSEs) are more likely to be collected than SREs and reflects real-world practice that some patients may receive treatment to prevent SREs. The high prevalence of SREs in patients with advanced breast cancer reflects both the high incidence of BMs [7] and the relatively long survival times in these patients [8] ; metastatic breast cancer at diagnosis is associated with 3-year and 5-year survival rates of approximately 35% [9] and 26%, respectively [10] . Patients with BMs generally survive for longer than patients with other metastatic sites (such as liver, brain, or lung) [11] . Furthermore, individuals with advanced breast cancer may experience several SREs during the course of their disease [12] , and having one SRE increases a patient's risk of experiencing subsequent SREs [13] . These bone complications therefore place a considerable burden on both patients and healthcare resources [14] [15] [16] .
Bone-targeted agents (BTAs), such as the bisphosphonate zoledronic acid (ZA) and denosumab, reduce the incidence of SREs [17, 18] and delay the progression of bone pain [19] . ZA is administered as a 4 mg intravenous infusion every 3-4 weeks [17] ; denosumab, a fully human immunoglobulin G2 monoclonal antibody against the receptor activator of nuclear factor kappa B ligand, is administered as a 120 mg subcutaneous injection every 4 weeks [18] . These therapies have both been shown to delay SREs [17, 18] and reduce pain levels in patients with moderate to severe pain [19] ; denosumab has been shown to be more effective than ZA at delaying and preventing SREs, preventing the worsening of pain associated with BMs, and delaying the need for strong opioids [19] . Both agents are recommended for patients with BMs whether they are symptomatic or not [20] . Pain is often underreported and poorly managed in patients with cancer [21] . In a phase 3 trial evaluating denosumab versus ZA in patients with BMs secondary to breast cancer, 43% of patients had moderate to severe bone pain at the start of BTA treatment; however, fewer than 20% of these patients were receiving strong opioids [22] . Little is known about the utilization pattern of BTAs and the impact of BMs in real-world practice.
Aims
This study aimed to describe the treatment pattern of BTAs in patients with breast cancer and BMs, including the reasons guiding treatment decisions, in a real-world setting in Europe. Furthermore, by using validated instruments to collect patient-reported outcomes (PROs), we aimed to understand the impact of BMs on patients' experiences of pain and QoL.
Methods

Physicians and patients
Data were collected using the Adelphi Breast Cancer Disease Specific Programme (DSP), an independent multi-country, cross-sectional survey of physicians. The full DSP methodology has been described previously [23] . The study was conducted between February and April 2015 in six European countries comprising Belgium, France, Germany, Italy, Spain, and the UK. Physicians were selected from publicly available lists of healthcare professionals, and were approached to take part in the study by field-based interviewers. The study aimed to gain participation from 300 physicians (60 in each of France, Germany, Italy, and Spain, 50 in the UK, and 10 in Belgium). To be eligible for inclusion in the study, physicians had to have: medically qualified as an oncologist between 1978 and 2011; been seeing a minimum of five patients with breast cancer per week; and been personally responsible for prescribing decisions for patients with advanced breast cancer.
Participating physicians reported data for the next eight consecutive adult (aged ≥18 years) female patients they saw in their clinic who had been diagnosed with advanced breast cancer (stage IIIB-IV) and who were not currently enrolled in a clinical trial. Physicians also collected data from a further two patients with the additional criterion of a BM diagnosis. Physicians captured data using a detailed Patient Record Form (PRF) for each of the 10 patients; data were included regardless of how many patients physicians filled out a PRF. All patients for whom a physician completed a PRF were invited to complete a voluntary Patient Self-Completion Form (PSCF). Informed consent was obtained from patients before they completed this form.
Study variables
Data on patient baseline characteristics were extracted from all the PRFs. For patients with a BM diagnosis the following data were also collected from the PRFs: presence of bone pain (at initial diagnosis of BMs and at time of data collection -pain was classified as mild, moderate, or severe according to the Brief Pain Inventory [BPI]) [24] ; analgesic use (measured using the modified Analgesic Quantification Algorithm [25] , which scores analgesic use from 0 for no analgesic to 7 for strong opioid [ > 600 mg/day oral morphine equivalent]); time from initial breast cancer diagnosis to BM diagnosis; time from BM diagnosis to the date of data collection; whether a BTA was prescribed; time from BM diagnosis to BTA treatment initiation; which BTA was prescribed; the dose of BTA; discontinuation of a BTA; and switching from one BTA to another.
Physicians were asked to rank up to three reasons from a predefined list for: treating or not treating patients with a BTA; choosing one BTA over another; changing BTA dose; switching from one BTA agent to another; and discontinuing BTA therapy. To understand whether BTA treatment was initiated immediately after BM diagnosis or not, a cutoff period of 3 months from diagnosis of BMs to treatment initiation was used. Physicians were asked to rank their reasons for initiating BTA treatment early (≤3 months of BM diagnosis) or for delaying BTA treatment (> 3 months after BM diagnosis).
The PSCFs incorporated three instruments to facilitate the collection of PRO data on pain and QoL from patients with BMs and from those with metastases located at sites other than the bone (non-BMs), which included the BPI [24] , the 5-dimension 3-level EuroQol questionnaire (EQ-5D), the EuroQol visual analog scale (EQ-VAS) [26] , the Functional Assessment of Cancer Therapy -Breast questionnaire (FACT-B), and the Functional Assessment of Cancer Therapy -General questionnaires [27] .
Statistical analyses
Patient characteristics and outcome variables were analyzed using descriptive statistics. Frequencies (%) were calculated for categorical or ordinal variables, and means and medians (interquartile ranges) for continuous variables. PROs for patients with BMs and those with nonBMs were compared using the univariate Mann-Whitney test and multivariable linear regression analysis (adjusting for confounding factors: age, smoking status, time since diagnosis of breast cancer, positive estrogen receptor [ER] status, positive human epidermal growth factor receptor 2 [HER2] status, and number of additional comorbidities).
Results
Physician characteristics
In total, 301 oncologists (11 in Belgium, 55 in France, 62 in Germany, 61 in Italy, 61 in Spain, and 51 in the UK) provided data via PRFs. Of these, 84 physicians stated that they worked in an office setting; 73% worked in public practice and 26% in private practice.
Patient characteristics
Data were collected for 2984 patients with advanced breast cancer. Of these, 2544 had metastatic (stage IV) cancer, including 1408 with BMs and 1136 with non-BMs. Baseline characteristics for all patients are presented in Table 1 . Of the patients with BMs, 53% (n = 752) had bone-only metastases. Of those individuals with BMs, 100 from Belgium, 312 were from France, 239 from Germany, 202 from Italy, 299 from Spain, and 256 from the UK. The baseline characteristics of these patients were broadly similar across the six European countries with the exception of median time since breast cancer diagnosis, which was shorter in Belgium (3.0 months) than in the other countries studied (7.8-13.4 months) (Supplementary Table 1) .
Of the 1408 patients with BMs, 1043 were considered to be at either a low risk (n = 251) or a high risk (n = 792) of bone complications at the time the initial BTA treatment decision was made, based on their physician's clinical opinion. For individuals at high risk of bone complications the most common sites of BMs were the vertebrae (80% at high risk vs. 65% at low risk), hip or pelvic bone (52% vs. 47%, respectively), and ribs (36% vs. 42%, respectively). BMs occurred in the long bones (leg, arm, or rib) in 46% of patients at high risk and in 51% of those at low risk of bone complications. Compared with patients at low risk of bone complications, those at high risk were significantly more likely to have BMs in the vertebrae (p < 0.001). Patients at a perceived high risk of bone complications had BMs at significantly more skeletal locations than those considered to be at low risk (mean [standard deviation], 2 [1] vs. 1.8 [0.9], respectively; p = 0.006).
Bone-targeted agent treatment patterns
Among patients with BMs, 88% (n = 1238) were receiving a BTA ( Fig. 1) and 81% of these (n = 1003) had initiated treatment during the 3 months following BM diagnosis (early initiation). The main reasons given by physicians for initiating BTA treatment early were that the patient was experiencing bone pain (33% of patients; n = 336) and that the patient was considered to be at high risk of developing bone complications (31%; n = 313). These results for the overall European cohort were broadly reflected across individual countries ( Table 2 ). The main reason given by physicians for delaying BTA treatment (> 3 months from BM diagnosis) (19% of BTA-treated patients; n = 235) was because of very recent BM diagnosis (23%; n = 55); however, results varied slightly across countries (Table 3) . Of the 170 patients with BMs who were not receiving a BTA, the top three reasons given by physicians for not initiating BTA treatment were: very recent diagnosis (41%; n = 70); a low perceived risk of bone complications (18%; n = 30); and short life expectancy (10%; n = 17). The cost impact on the patient, hospital, or healthcare system in their decision whether to treat with a BTA was cited by five (2%) physicians.
Of those treated with BTAs, the majority of patients received either ZA (48%; n = 591) or denosumab (47%; n = 579) as a first BTA (Fig. 1) . The main reasons physicians specified for choosing ZA were: clinical efficacy in delaying onset of SREs (34%; n = 199); long-term safety (14%; n = 83); and reducing the risk of SREs (14%; n = 82). The main reasons for choosing denosumab were: clinical efficacy in delaying the onset of SREs (37%; n = 217); reducing the risk of SREs (15%; n = 89); mode of administration (13%; n = 74); and efficacy in reducing the number of SREs (10%; n = 57). Most patients prescribed ZA received it every 3 or 4 weeks (97%; n = 573) and most individuals receiving denosumab received it every 4 weeks (99%; n = 572). Changes in dose frequency were rare for both agents (Supplementary Table 2 ).
Stopping BTA treatment was more common in patients receiving ZA (18%; n = 106/591) than in those receiving denosumab (8%; n = 47) (Fig. 1) . A total of 81 patients discontinued BTAs (14%) and 24% (n = 25) switched to another BTA, with most (88%; n = 22) receiving denosumab as their second BTA. A total of 41 patients discontinued BTAs (7%) and 13% (n = 6) switched to another BTA; most of these (67%; n = 4) were prescribed ZA as a second BTA. The main reasons for discontinuing ZA among those who did not then receive a second BTA (n = 81) were: end of planned treatment with ZA (19%; n = 15); decreased renal function (14%; n = 11); risk of osteonecrosis of the jaw (ONJ) (12%; n = 10); presence of ONJ (10%; n = 8); and primary tumor progression (10%; n = 8). Among patients who discontinued denosumab and did not receive a second BTA (n = 41), the main reasons for discontinuation were: presence of hypocalcemia (22%; n = 9); lack of compliance as perceived by the physician (15%; n = 6); primary tumor progression (12%; n = 5); risk of ONJ (10%; n = 4); and patient's request (10%; n = 4). (20) 78 (7) 25 (6) Paclitaxel and bevacizumab 94 (7) 97 (9) 7 (2) Capecitabine 79 (6) 97 (9) 14 (3) Paclitaxel 78 (6) 80 (7) 25 (6) Docetaxel 38 (3) 69 (6) 38 (9) Anastrozole 80 (6) 41 (4) 14 (3) Other, medication < 5% of patients each 761 (54) 674 (59) 317 (72) Data shown are n (%) unless otherwise stated. BMs, bone metastases; HR, hormone receptor; non-BMs, metastases at sites other than bone; SD, standard deviation. 
Patient pain and analgesic use
Data collected from the PRFs showed that at the time of BM diagnosis, 79% (n = 1117) of patients were experiencing bone pain (Table 4) . A larger proportion of patients who were considered at high risk of bone complications (defined as pathologic fracture, spinal cord compression, bone radiation, or bone surgery; n = 665) experienced moderate to severe pain than those considered at low risk of bone complications (n = 210) (49% vs 25%, respectively). There was an overall significant effect of the distribution of bone pain severity between the two patient risk groups (p < 0.001). Of the 1408 patients with BMs, 14% (n = 194) had experienced a bone complication at the time of BM diagnosis. Of these patients, 78% (n = 152) experienced moderate to severe bone pain, as assessed by physicians. There were 1214 patients who did not have a bone complication at BM diagnosis; of these, 38% (n = 462) experienced moderate to severe bone pain.
At the time of data collection (mean of 11.2 months after BM diagnosis), 68% (n = 958) of patients were experiencing bone pain, with 20% experiencing moderate to severe pain (Table 4 ). Almost all of these patients, 97% (n = 927), were taking analgesics to manage this pain, including 42% (n = 398) who were taking non-opioid analgesics and 28% (n = 266) who were receiving strong opioids (Table 5) . Trends in analgesic use were broadly similar across the countries studied, with the exception of Belgium where the use of non-opioid analgesics was more common than in the other countries.
Of the 927 patients receiving analgesics, the majority (89%; n = 829) were receiving or had received a BTA. Analgesic use was broadly similar between those who had received a BTA and those who had not (data not shown); however, a significantly higher proportion of those who had never received a BTA required non-opioid analgesics only compared with those who had received a BTA (53% vs. 42%; p = 0.03).
Patient-reported outcomes
Of the 1408 patients with BMs, 392 completed a PSCF, and of the 1136 patients with non-BMs, 374 completed a PSCF. Baseline demographic and clinical characteristics of patients who completed a PSCF are shown in Table 6 . The common metastatic sites for patients with non-BMs were liver (n = 249), lung (n = 197), and lymph nodes (n = 107). None of these patients had lymph node only metastases. (8) 1 (1) 30 (13) 18 (9) 10 (8) 17 (9) 6 (3)
Physicians were asked to rank up to three reasons from a predefined list. High risk of bone complications was determined as per the treating physician's clinical opinion. Bone complications included pathologic fracture, spinal cord compression, bone radiation, and bone surgery. BM, bone metastases; BTA, bone-targeted agent.
Table 3
Top four reasons given by physicians for delaying initiation of BTA treatment (> 3 months) following BM diagnosis. Overall, patients with BMs had worse outcomes in terms of QoL, pain, and function than patients with non-BMs based upon a univariate Mann-Whitney analysis (Table 7) . Using the BPI, patients with BMs scored pain at its worst, on average, and interference overall significantly higher than those with non-BMs. Mean BPI scores for patients with BMs were generally aligned with physician-reported severity categories of current bone pain (Supplementary Table 3 ). The EQ-5D overall index and EQ-VAS scores showed that patients with BMs perceived their health status as being significantly worse than those with non-BMs. In the FACT-B overall and domain scores, the trend was for lower mean scores for patients with BMs than for those with non-BMs, although significance was reached only for the physical well-being domain (Table 7) .
A multivariable linear regression analysis was performed on all of these results to account for confounding factors (age, smoking status, time since diagnosis of breast cancer positive ER status, positive HER2 status, and number of comorbidities), which confirmed the trends seen in univariate analysis in terms of worse QoL, worse overall health, worse pain, and worse function for patients with BMs compared with those with non-BMs (Fig. 2) .
Comparing pain outcomes in patients with BMs using the BPI revealed that patients who were receiving a BTA (n = 331) reported significantly lower average (95% CI) pain severity scores (2. 16-4.44] ; p = 0.036) than those who did not receive a BTA (n = 55).
Discussion
This multi-country, cross-sectional study revealed important data on real-world BTA treatment patterns and PROs in patients with advanced breast cancer. Encouragingly, most patients (88%) with BMs were treated with BTAs. Moreover, most of these patients received treatment (27) 6 (10) 60 (28) 42 (25) 43 (27) 52 (27) 60 (36) 3 = strong opioids (75 mg OME/day) 187 (20) 5 (8) 44 (21) 29 (17) 38 (24) 33 (17) 38 (23) 4 = strong opioids (> 75-150 mg OME/day) 59 (6) 4 (7) 14 (7) 9 (5) 16 (10) 10 (5) 6 (4) 5 = strong opioids (> 150-300 mg OME/ day)
6 = strong opioids (> 300-600 mg OME/ day)
a For example, codeine and tramadol. AQA, Analgesic Quantification Algorithm; BMs, bone metastases; OME, oral morphine equivalent. EQ-5D scores may vary between −0.59 (worst health) and 1.00 (perfect health). The EQ-VAS indicates patients' overall self-perceived health state, with a scale ranging from 0 to 100 (0 is the worst imaginable health state; 100 is the best imaginable health state). BPI pain severity was based on pain at its worst and average, with score ranging from 0 (no pain) to 10 (pain as bad as can be imagined). Pain interference scores ranged from 0 (does not interfere) to 10 (completely interfere). The FACT-B assessment is specific to breast cancer patients and comprises of six domains: physical well-being, social/family wellbeing, relationship with doctor, emotional well-being, functional well-being, and additional concerns. Lower scores indicate worse function. BMs, bone metastases; BPI, Brief Pain Inventory; CI, confidence interval; EQ-5D, 5-dimension EuroQol questionnaire; EQ-VAS, EuroQol visual analog scale; FACT-B, Functional Assessment of Cancer Therapy -Breast questionnaire; FACT-G, Functional Assessment of Cancer Therapy -General questionnaire.
during the 3 months following BM diagnosis. The number of patients treated with BTAs was higher than the approximately 60% previously reported in a large US population study of more than 10,000 patients with breast cancer [28] . This may reflect selection bias in favor of this study, because physicians agreeing to participate were likely to be aware of the prevalence of BMs and SREs and the importance of treating patients. Alternatively, the high BTA treatment rate reported here may reflect improvements in the real-world management of bone disease; a similarly high rate of BTA treatment was reported in a recent chart audit of BTA use in five European countries (EU5; France, Germany, Italy, Spain, and the UK) of patients with BMs from solid tumors, in which 68% of patients received a BTA [29] . Further improvements in the treatment of individuals with BMs might be expected considering recent updates to guidelines such as the European Society for Medical Oncology (ESMO) clinical practice guidelines, which recommend initiating BTAs as soon as BMs are diagnosed [30, 31] . Nonetheless, continued physician education on the importance of early initiation and maintenance of BTAs is required to ensure optimum patient care. Nearly 20% of patients with BMs either experienced a delay in receiving BTA treatment or received no BTA treatment. The main reasons physicians gave for not initiating treatment were that the diagnosis of BMs was recent, patients were at a perceived low risk of bone complications, or they had a short life expectancy. These data are in line with those from the recent EU5 chart audit in which short life expectancy was also given as one of the main reasons for not prescribing BTAs, despite most patients in this group having a moderate to high estimated risk of developing an SRE, because a large proportion had received radiation to bone and/or had experienced a pathologic fracture (as evaluated by the physician) [29] . Furthermore, over two-thirds of these patients were expected to live for more than 1 year (as evaluated by the physician) [29] . Considering that the mean time from diagnosis of metastatic bone disease to developing an SRE is only a few months [6] , patients with life expectancies of 6 months or less can still benefit from treatment. Furthermore, given the difficulties in accurately predicting life expectancy [32] , a number of patients who could benefit from BTA treatment may remain untreated.
A high or low perceived risk of bone complications was frequently cited as one of the main reasons for treating or not treating patients with BTAs, respectively. A number of factors have been associated with an increased risk of SREs, including: increased age (patients aged ≥60 years have a higher SRE risk than younger patients); osteoporosis; elevated levels of the bone turnover markers urine N-telopeptide of type I collagen and bone-specific alkaline phosphatase; elevated levels of lactase dehydrogenase; bone-only metastatic disease; large bone lesion size; predominance of osteolytic lesions; multiple bone lesions; presence of moderate to severe bone pain; and a previous SRE [33] [34] [35] [36] [37] [38] . In this study, bone complication risk was determined by the investigator using their clinical judgement. Post hoc analyses revealed that patients who were perceived by their physician to have a high risk of bone complications were more likely than those with a low risk to have BMs in the vertebrae or at multiple skeletal locations and to be experiencing moderate to severe pain at BM diagnosis. Although it is recommended that all patients receive a BTA following BM diagnosis, this study shows that perceived SRE risk influences physicians' treatment decisions. Improved awareness among physicians of the prevalence of SREs in untreated patients and the associated pain and morbidity would help to standardize BTA treatment patterns, ensuring that all patients receive appropriate treatment, particularly because in real-world practice there is no commonly used definition of low versus high bone complication risk. Indeed, there is an unmet need for a predictive tool to ascertain the risk of first and subsequent SREs.
Efficacy and safety were the main motivating factors for physicians when selecting a BTA for their patients. As such, ZA and denosumab were the most commonly prescribed BTAs. Both agents were frequently given at their recommended dose (every 3-4 weeks for ZA and every 4 weeks for denosumab) and changes in dosing frequency were rare for both agents. Recent data show that ZA every 12 weeks is non-inferior to ZA every 4 weeks for the prevention of SREs and for delaying pain progression in patients with BMs from solid tumors; however, reduced dosing frequency was not associated with reduced toxicity [39] . Although the numbers of patients prescribed ZA and denosumab were equivalent, twice the proportion of patients taking ZA discontinued treatment compared with those discontinuing denosumab. Reasons for discontinuation differed between the two agents, but included concerns regarding renal impairment (ZA only), hypocalcemia, and ONJ. Of note, some data have shown that the incidence of SREs was two times higher in patients receiving a non-recommended dosing schedule compared with those receiving the recommended schedule [40] ; although recent findings from an open-label study have shown no significant difference in the incidence of SREs between dosing schedules [39] .
Renal insufficiency is a common comorbidity in patients with BMs [41] . ZA should not be used in patients with severe renal impairment and serum creatinine should be monitored in all patients receiving ZA; dose adjustments may be necessary if renal function deteriorates on treatment [17] . In contrast, routine renal monitoring is not required Fig. 2 . Patient-reported outcomes in patients with bone metastases compared with patients with nonbone metastases: multivariate linear regression analyses. Error bars show 95% confidence intervals. Mean values are presented. EQ-5D scores may vary between −0.59 (worst health) and 1.00 (perfect health). The EQ-VAS indicates patients' overall selfperceived health state, with a scale ranging from 0 to 100 (0 is the worst imaginable health state; 100 is the best imaginable health state). BPI pain severity was based on pain at its worst and average, with score ranging from 0 (no pain) to 10 (pain as bad as can be imagined). Pain interference scores ranged from 0 (does not interfere) to 10 (completely interfere). The FACT-B assessment is specific to breast cancer patients and comprises of six domains: physical well-being, social/family well-being, relationship with doctor, emotional well-being, functional well-being, and additional concerns. Lower scores indicate worse function. BPI, Brief Pain Inventory; EQ-5D, 5-dimension EuroQol questionnaire; EQ-VAS, EuroQol visual analog scale; FACT-B, Functional Assessment of Cancer Therapy -Breast questionnaire.
with denosumab and no dose adjustment is needed in patients with renal impairment [18] . ONJ and hypocalcemia are rare but potentially serious events in patients receiving BTAs [42] [43] [44] . For both, preventative measures and regular monitoring should be undertaken so that patients can continue to receive BTA treatment [17, 18] .
Most patients (79%) had bone pain at diagnosis of BM and bone pain was a main reason for initiating BTA treatment. This is consistent with previous data showing that BMs are frequently diagnosed as a result of bone pain; in a chart audit of patients with breast cancer who were receiving BTAs, more than half of women presented with bone pain at BM diagnosis [38] . This has consequences for the management of BMs and bone pain because evidence suggests that early detection and treatment of BMs, before the onset of pain, could provide patients with greater pain palliation and protection from SREs [45, 46] . The recent EU5 chart audit of BTA use in patients with BMs identified differences between countries in the detection of BMs [29] . In patients with solid tumors, BMs were diagnosed in more than one-third as a result of bone pain. This was not the case in Germany, where BMs were diagnosed in 20% of patients as a result of bone pain; routine screening during follow-up was the main method of BM detection (41%) [29] . Furthermore, data from our study showed that, compared with patients from the other five countries studied, patients in Belgium had a shorter time from breast cancer diagnosis to BM diagnosis, and received BTAs soon afterwards; quite possibly as a result of this, patients were less likely to require strong opioid pain medication. This suggests that improved detection methods and guidelines for BM diagnoses are required to support early diagnosis and treatment. A recent meta-analysis has suggested that BTAs have greatest impact on bone pain by delaying its onset, rather than having an analgesic effect per se [47] . Early detection of BMs using routine screening could therefore be worthwhile for patients with a high-risk of bone complications because this has the potential to prolong symptom-free duration, which patients have rated as being one of the most important treatment goals [48] .
Previous data has shown that severe bone pain occurs in around 75% of patients suffering from BMs from breast cancer [49] . Inadequate management of bone pain in patients with cancer is common, and has been reported to occur in up to 55% of those with advanced cancer [21, 50, 51] . In this study, most patients with BMs who reported current pain were taking analgesics, with 42% taking non-opioid analgesics and over one-quarter taking strong opioids. Despite this, 20% of these patients were currently experiencing moderate to severe pain, as reported by their physician. Interestingly, of the 392 patients with BMs who completed a PSCF, 68% reported that they were experiencing moderate to extreme pain (as per the EQ-5D definition). Although, in this study, mean BPI scores and the physician-reported severity categories of current bone pain were aligned, within the wider population there could be disparity between physicians' perception and patients' experience of pain. This may, in part, lead to under-treatment by physicians and inadequate pain management for patients. Patients with BMs who were not receiving a BTA reported worse pain scores than patients with BMs who were receiving a BTA, emphasizing the role BTAs play in managing bone pain; indeed a discrete choice experiment has shown that preventing pain worsening is a key consideration for patients when selecting a BTA [48] .
Patients with BMs reported significantly worse pain and pain interference compared with those with non-BMs. Time without moderate or severe pain has been associated with increased functionality [52] , confirming the importance of appropriate pain management. Indeed, patients with BMs reported significantly worse health statuses compared with those with non-BMs; EQ-5D scores showed that from approximately one-quarter to one-half of patients with BMs had 'some problems' for each of the domains of mobility, self-care, usual care activities, pain/discomfort, and anxiety/depression. Several organizations have recently published guidelines on the management of cancer pain [45, 53, 54] ; however, further physician education may be required to raise awareness of patient pain and to ensure that current guidelines are reflected in real-world clinical practice.
This study had some limitations. First, data were self-reported by physicians and patients, and as such, no measures were clinically verified. Secondly, results of this study may have been biased by physician selection because physicians who were more aware of the issues related to BMs and SREs may have been more likely to participate in this study. The study design did, however, benefit from the fact that the Adelphi DSP is a recognized and consistent methodology that can be applied across multiple countries, enabling valid comparisons to be made. Additionally, because no tests or investigations were undertaken as part of the research, treatment decisions were unbiased and can be assumed to reflect real-world practice.
Conclusion
Patients with breast cancer and BMs have worse outcomes in terms of pain and QoL than those with breast cancer and non-BMs. Among patients with BMs, those treated with BTAs reported lower pain scores than those not treated with BTAs. Encouragingly, the majority of patients with breast cancer and BMs are treated with BTAs; however, there remains an educational need for physicians to ensure that BTAs are initiated early because the greatest benefit is in preventing pain and complications. Patient factors, such as risk of bone complications and life expectancy, influence physicians' BTA treatment decisions. Given the difficulties in accurately predicting these risks, further guidelines are required to support physicians in making BTA treatment decisions and to improve understanding of the consequences for patients who do not receive treatment or who stop treatment early.
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